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Abstract 
The aim of this paper is to add to the literature on the sociology of oral health and dentistry by 
presenting the relevance of status passage to the study of complete tooth loss. The paper reports on 
an analysis of data taken from participants residing in the Nelson region of New Zealand. In total the 
data include interviews from 20 participants, all of whom had their remaining natural teeth removed 
prior to 1960. In total, 12 women and eight men were interviewed. All were from a European 
background with an age range of 71 to 101. Participants were interviewed, following a narrative 
approach, on the nature of the social factors that resulted in complete tooth loss by starting with 
their family history and then focusing on the factors and events leading up to their total tooth loss. 
Data were analysed through the methods and techniques of grounded theory. This paper provides 
an outline of ƚŚĞŝŵƉŽƌƚĂŶĐĞŽĨƐĐŚĞĚƵůŝŶŐ ?ƉƌĞƐĐƌŝďŝŶŐ ?ƐŽĐŝĂůĨĂĐƚŽƌƐ ? ?ĐŽŵƉŽƵŶĚĂǁĂƌĞŶĞƐƐ
ĐŽŶƚĞǆƚƐ ?ĂŶĚƌĞǀĞƌƐŝďŝůŝƚǇƚŽƚŚĞƐtatus passage into complete tooth loss. We conclude by arguing 
ƚŚĂƚƚŚĞƚŚĞŽƌǇŽĨƐƚĂƚƵƐƉĂƐƐĂŐĞŵĂǇĞŶĂďůĞĂĚĞƚĂŝůĞĚĂŶĂůǇƐŝƐŽĨƚŚĞƚŝŵĞ ?ƐƉĂĐĞĞǆƚĞŶƐŝŽŶĂůŝƚǇ ?ŽĨ
trajectories into complete tooth loss. 
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Introduction 
^ŽĐŝŽůŽŐŝĐĂůǁŽƌŬŽŶŽƌĂůŚĞĂůƚŚĂŶĚĚĞŶƚŝƐƚƌǇŚĂƐƚĞŶĚĞĚƚŽĨŽĐƵƐŽŶƉƌŽĚƵĐŝŶŐĂ ?ƐǇŵƉƚŽŵĂƚŽůŽŐǇ ?
of the consequences of tooth loss for different groups of people (Berthelot 1991). So, for example, 
research in Canada has described how adults over the age of 70 evaluated the significance of their 
oral health in terms of comfort, hygiene and health (MacEntee et al. 1997). More recently, 
researchers have found that the loss of a single tooth can result in a significant personal trauma, a 
ĐŚĂůůĞŶŐĞƚŽŽŶĞ ?ƐĞǆŝƐƚĞŶĐĞĂŶĚĂĐĂƐĞŽĨďŝŽŐƌĂƉŚŝĐĂůĚŝƐƌƵƉƚŝŽŶ(Davis et al. 2000). Rousseau et al. 
(2013), publishing in this journal, found that, for some groups of people, the loss of a single tooth 
could involve a profound sense of loss, resulting in associated feelings of moral failure. They also 
found that certain groups of people (middle classes) actively resisted having dentures because they 
acted as a metaphor for old age. Tooth loss can therefore be traumatic because it can signal a 
change to an undesirable social status. Yet such associations are by no means universal. For some 
social groups (some working class people and Mexican American migrants), tooth loss has 
historically been relatively unproblematic, indeed common (Exley 2009, Gregory et al. 2005, Horton 
and Barker 2009, 2010, Rousseau et al. 2013). Indeed, at particular points in history, in some parts of 
the world, the transition to complete tooth loss (edentulism) has been considered part of a normal 
transition in life (Sussex, 2008). 
dŚĞŚŝƐƚŽƌŝĐ ?ĞƉŝĚĞŵŝĐŽĨĞĚĞŶƚƵůŝƐŵ ?ŝŶEĞǁĞĂůĂŶĚ 
Conceptually distinct from the more common incremental loss of teeth which tends to occur 
sporadically through adulthood (Broadbent et al. 2008), edentulism is the state of having lost all of 
ŽŶĞ ?ƐŶĂƚƵƌĂůƚĞĞƚŚ(Sussex 2008). The transition to edentulism involves an explicit decision to 
undergo complete removal of the dentition (or what remains of it) in a single operation, known as a 
 “ĨƵůůĐůĞĂƌĂŶĐĞ ? ?dŚĂƚƉƌŽĐĞƐƐƵƐƵĂůůǇŝŶǀŽůǀĞƐƚŚĞƌĞŵŽǀĂůŽĨĂƚůĞĂƐƚƐŽŵĞƚĞĞƚŚǁŚŝĐŚĂƌĞƐƚŝůů
intact and functioning, meaning that the decision to opt for a full clearance is likely to be as much a 
social decision as it is a clinical one. Thus, the aetiology of edentulism involves both disease-related 
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and socio-cultural influences (Sanders et al. 2004), and this is reflected in well-documented 
international variations in the occurrence of this state: different countries have dealt with 
comparable rates of dental disease in different ways, and the observed variations in edentulism 
rates represent this. There is a strong influence of social (lay) and professional norms in the 
occurrence of edentulism. Historically, only Scotland and Australia have had anywhere near New 
ĞĂůĂŶĚ ?ƐĞĚĞŶƚƵůŝƐŵƉƌĞǀĂůĞŶĐĞƌĂƚĞƐ ?ĂŶĚĐŽƵŶƚƌŝĞƐŽƵƚƐŝĚĞƚŚĞƌŝƚŝƐŚŽŵŵŽŶǁĞĂůƚŚŚĂĚ ?ŽŶ
average, considerably lower rates. The former experienced marked declines in edentulism during the 
latter half of the 20th Century, but New Zealand had the highest initial rates and appeared to be the 
slowest to begin to decline. Edentulism rates have fallen markedly in recent decades, but there has 
always been a strong association with socio-economic status (SES), whereby edentulism rates among 
low-SES adults have been found to be considerably higher than among those of higher SES. Indeed, 
social class differentials have continued to widen as the prevalence of the condition has decreased 
(Thomson, 2012).  
A review of the literature on edentulism by Sussex (2008) remains the most comprehensive to date 
emphasising the importance of both socio-cultural and disease-related influences on its occurrence. 
In this literature, the key actors in the process appear to be the patient and the dentist; the 
literature on the subject clearly demonstrating that the former is influenced by lay culture and 
values (both societal and personal), whereas the latter is influenced more by his/her professional 
culture and values. An ĞĂƌůǇĂŶĂůǇƐŝƐŽĨh^ĚĂƚĂĨŽƵŶĚƚŚĂƚƉĂƚŝĞŶƚƐ ?ĂŶĚĚĞŶƚŝƐƚƐ ?ǀĂůƵĞƐĂŶĚďĞůŝĞĨƐ
were more important than clinical status in determining whether teeth were extracted (Bailit et al. 
1987). That particular work concentrated on incremental (rather than total) tooth loss, but the 
principle also applies to edentulism. In relation to professional norms and values, the extraction-
denture culture evident in New Zealand in the early-to-mid-20th century has been attributed partly 
to the relatively late maturing of dentistry as a profession in that country (Sussex, 2008). It has also 
ďĞĞŶŽďƐĞƌǀĞĚƚŚĂƚƚŚĞƉƌŽĨĞƐƐŝŽŶ ?ƐůĞƐƐ-developed sense of autonomy at that time made its 
members more susceptible to pressure from patients and their families to undertake full clearances 
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(Sussex et al. 2010).  The aim of this paper is to report on the relevance of the grounded theory of 
status passage to a developing grounded theory study of the social psychological processes 
associated with complete tooth loss.  Before introducing the study, we will briefly introduce the 
theory of status passage. 
Status Passage 
/Ŷ ? ? ? ? ?'ůĂƐĞƌĂŶĚ^ƚƌĂƵƐƐƉƵďůŝƐŚĞĚ “^ƚĂƚƵƐWĂƐƐĂŐĞ ?ĂƐĂŶĞǆĂŵƉůĞŽĨǁŚĂƚƚŚĞǇŚĂĚĐĂůůĞĚ
 ?ĨŽƌŵĂůƚŚĞŽƌǇ ? ?ůƚŚŽƵŐŚƚŚĞƚŚĞŽƌǇǁĂƐŝŶĐŽŵƉůĞƚĞ ?ŝƚǁĂƐĚĞǀĞůŽƉĞĚƚŽĞǆƉĂŶĚƚŚĞƐĐŽpe and 
ĂƉƉůŝĐĂďŝůŝƚǇŽĨƚŚĞƚŚĞŽƌǇĂƐƐŽĐŝĂƚĞĚǁŝƚŚ ?ƌŝƚĞƐŽĨƉĂƐĂŐĞ ?(van Gennep 1960). The theory of status 
ƉĂƐƐĂŐĞƌĞĨůĞĐƚƐůŝƚƚůĞŽĨƚŚĞŽƌŝŐŝŶĂůƐƚƌƵĐƚƵƌĞŽĨ ?ƌŝƚĞƐŽĨƉĂƐƐĂŐĞ ? ?ŐŽŶĞŝƐƚŚĞƚŚƌĞĞ-stage process of 
separation, transition and incorporatiŽŶŽĨƚŚĞ ?ƉĂƐƐĂŐĞĞ ?ŝŶƚŽƚŚĞŝƌŶĞǁƐƚĂƚƵƐ ?^ƚĂƚƵƐƉĂƐƐĂŐĞǁĂƐ
initially described in relation to whether or not the passage was scheduled, regular and prescriptive. 
Scheduling involved establishing when the passage would happen, by whom and by whose agency. 
Regularization referred to the degree of control various agents had over the passage, including who 
carried out the relevant actions during the passage. Finally, prescription involved providing details of 
the steps that must be gone through for the passage to take place, including the routine actions that 
formed part of the status passage (Glaser and Strauss 1971).  
Status Passage in the sociology of health and illness 
Status passage is now a widely cited text
i
, the concept has been employed in a large range of studies 
in health and illness (Chenitz 1983, 1980; Chopko et al. 1986, Evans et al. 1975, Fenwick et al. 2009, 
Herrington et al. 1986, Howie 1993, Kellehear 1990, Lewis 1999, Newton 2012, Tolhurst and 
Kingston 2013, Vickers 2010, Wilson 1980). Kingston (2000) focused on falls as accidents leading to a 
particularly medicalised status passage. Falls, like many status passages, often begin without the 
 ?ƉĂƐƐĂŐĞĞ ?ďĞŝŶŐĂǁĂƌĞƚŚĂƚĂƉĂƌƚŝĐƵůĂƌĐŽŶĚŝƚŝŽŶƚŚĂƚƚŚĞǇŵŝŐŚƚŚĂǀĞŚĂƐďĞĞŶƉƌŽŐƌĞƐƐŝŶŐ ?&Ălls 
are preventable but the problem is that physicians and the casualty of the fall often do not act to try 
and prevent the fall. Kingston (2000) argued that failure to act may result from the belief that the 
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casualty is facing an inevitable decline into old age and that nothing could be done about this. 
ǆƉĞĐƚĂƚŝŽŶƐĐŽŶĐĞƌŶŝŶŐƚŚĞƉĂƐƐĂŐĞŝŶƚŽ ?ŽůĚĂŐĞ ?ƚŚĞƌĞĨŽƌĞƌĞůĂƚĞĚƚŽƚŚĞƚĞŵƉŽƌĂůŝƚǇŽĨƚŚĞƐƚĂƚƵƐ
passage but they could also act as a precondition for not being able to prevent the fall. Kingston 
(2000 )ůŝŶŬƐƐƚĂƚƵƐƉĂƐƐĂŐĞƚŽŚĂƌŵĂǌ ? ? ? ? ? ? )ǁŽƌŬŽŶƉƌĞĨĞƌƌĞĚŝĚĞŶƚŝƚŝĞƐĂƌŐƵŝŶŐƚŚĂƚǁŚŝůƐƚĂůů
status passages have temporality they invariably involve something that is important to the 
 ?ƉĂƐƐĂŐĞĞ ? ?ƵƐƵĂůůǇƌĞůĂƚŝŶŐƚŽƐŽŵĞĨŽƌŵŽĨƉƌĞĨĞƌƌĞĚĨƵƚƵƌĞŝĚĞŶƚŝƚy (Charmaz, 1987, Kingston, 
2000).  
Timmermans (1996) elaborated how resuscitation technologies used under the conditions of cardiac 
arrest or medical emergencies could result in a double identity movement. On the one hand this 
movement suspended multiple social identities (wife, husband, father or mother), whilst on the 
ŽƚŚĞƌ ?ŝƚĞƐƚĂďůŝƐŚĞĚŵƵůƚŝƉůĞŵĞĚŝĐĂůŝƐĞĚŝĚĞŶƚŝƚŝĞƐĂƐƉĂƌƚŽĨĂ ?ƌĞƐƵƐĐŝƚĂƚŝŽŶƐĐƌŝƉƚ ? ?dŚŝƐƐĐƌŝƉƚůĞĚ
ƚŽƚŚĞƉĂƚŝĞŶƚďĞĐŽŵŝŶŐĞƐƚĂďůŝƐŚĞĚĂƐĂ ?ĚŽƵďůĞĂŵďŝŐƵŽƵƐďŽĚǇ-ŵĂĐŚŝŶĞ ?ĂĐĞŶƚƌĂů point in a 
 ?ĚĞŶƐĞŶĞƚǁŽƌŬ ? ?dŝŵŵĞƌŵĂŶƐ ? ? ? ? ? ?Ɖ ? ? ? ? ) ?dŚĞƉĂƚŝĞŶƚ ?ƐŝĚ ŶƚŝƚǇǁĂƐĂůƐŽĞǆƉƌĞƐƐĞĚŝŶŵĞĚŝĐĂů
terms, ďĞŝŶŐĂ ?ŐƌĞĞŶůŝŶĞŽŶĂĚŝƐƉůĂǇ ?ŽƌďĞŝŶŐŝŶĂ ?s-Ĩŝď ?ƐƚĂƚĞ ?tŚĞŶƚŚĞĞŵĞƌŐĞŶĐǇǁĂƐŽǀĞƌƚŚĞ
ƉĂƚŝĞŶƚ ?ƐŵƵůƚŝƉůĞŝĚĞŶƚŝƚŝĞƐǁĞƌĞƌĞƐƚŽƌĞĚĂnd the patient placed back into the community 
(Timmermans, 1996).  
The theory of status passage is also useful because it adds an important dimension to existing 
approaches for analysing the impact of chronic illness (Tolhurst and Kingston 2013). So, for example, 
analyses that adopt the concept of biographical disruption tend to focus on how illness disrupts 
everyday life, including focusing on how subjective responses to the structural conditions of chronic 
illness develop. We can see a similar pattern in analyses of tooth loss that have adopted this 
perspective. Relatively affluent people tended not to expect to lose their teeth and, as a 
consequence, were very upset when tooth loss occurred. By contrast, those from lower 
socioeconomic status groups experienced tooth loss as just another event in a long list of problems 
they had been dealing with (Rousseau et al. 2013). The dental literature on this subject is clear: 
7 
 
whether or not edentulism is deviant depends very much on prevailing social norms. In societies (or 
ƐŽĐŝĞƚĂůƐƚƌĂƚĂ )ǁŚĞƌĞĞĚĞŶƚƵůŽƵƐĂĚƵůƚƐĂƌĞĐŽŵŵŽŶůǇƐĞĞŶ ?ůŽƐŝŶŐĂůůŽĨŽŶĞ ?ƐƚĞĞƚŚĐĂƌƌŝĞƐůŝƚƚůĞŽƌ
no social stigma; by contrast, in strata or societies where the retention of teeth is the norm, being 
edentulous is likely to lead to social marginalisation. So, for example, the prevalence of edentulism 
among 65-74-year-old Australians in 2004-06 was 20.3% (Slade et al. 2007), whereas in New 
Zealand, over one third of the same age group were edentulous. While edentulism is falling in both 
countries, it is falling more quickly in Australia, where all State capitals are now fluoridated and 
where there is greater State involvement in the provision of routine dental care for low-income 
adults than in New Zealand. It is also possible that changes in the social influences on tooth 
retention have been more rapid in Australia.  
As we can see, a focus on biographical disruption, while producing an important analysis of the 
impact of tooth loss on groups of older people, can have the effect of limiting analysis to subjective 
experience in the face of structural conditions (Tolhurst and Kingston 2013). Tolhurst and Kingston 
went on to argue that, while biographical disruption is useful, status passage offers a set of concepts 
that can enable a greater analysis of the extension of illness experience over time and space. Apart 
from being able to explore the temporal nature of illness trajectories there are other arguments for 
drawing on status passage. Status passages might be subject to revision and adjustments 
accompanied by changes in how organizations and social groups encounter the problems associated 
with them (Glaser and Strauss 1971). These changes might lead to changes in the scheduling, 
regularization and prescriptive aspects of illness that would not otherwise be explored if we retained 
a focus on biographical disruption. In what follows, we seek to explore how status passage became 
relevant to an ongoing grounded theory study of tooth loss. 
The study 
The data on which this analysis was based were taken from semi-structured interviews with 
participants aged 75 years or older who were currently residing in the Nelson region of New Zealand 
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who had had all of their remaining natural teeth removed prior to 1960. Participants were recruited 
by placing advertisements on the notice boards of 11 retirement villages and Rest Homes, 4 Local 
Libraries and classified adverts in local newspapers. Not everyone who subsequently contacted the 
team met the inclusion criteria (aged 75 or over, living in the Nelson region, and had lost or had 
extracted all of their teeth prior to 1960 while living in New Zealand). Our goal was to conduct 
 ?ŵĂǆŝŵƵŵǀĂƌŝĂƚŝŽŶƐĂŵƉůŝŶŐ ? ?Maximum variation sampling seeks to capture the central themes 
that cut across the phenomena being investigated by sampling participants who are likely to have 
contrasting experiences (Patton 1990; 2002). We therefore chose participants to maximise the 
differences between participants in relation to age, the urban/rural mix, the age they had teeth 
removed and their gender. This approach is in keeping with the grounded theory strategy at the 
heart of this paper which is based on the constant comparative method (Glaser, 1978). Glaser 
argued that data analysis involves analysing incident to incident with the goal of establishing 
 ?ƵŶĚĞƌůǇŝŶŐƵŶŝĨŽƌŵŝƚǇ ?ĂŶĚƚŚĞ ?ǀĂƌǇŝŶŐĐŽŶĚŝƚŝŽŶƐ ? ?'ůĂƐĞƌ 1978; p. 49).  We felt that any underlying 
uniformities that emerged in such a broad sample would highlight important, shared experiences 
that would warrant further investigation.  
Our strategy mirrors that of Wuest (1995, 1997, 1998) who developed her grounded theory of 
precarious ordering over a series of ongoing empirical studies. In this paper, we are reporting on the 
relevance of status passage to the study of tooth loss as part of this investigation. We have 
previously reported on the salient characteristics that appeared to be driving edentulism in New 
Zealand at the time. These were divided into influences that were society-wide (universal), recurrent 
influences affecting a large number of participants (major), or personal factors relevant to a small 
proportion of individuals (minor) (Sussex et al. 2010). 
Participants were recruited and interviewed by Phil Sussex and the data were subsequently 
transcribed and analysed by Phil Sussex along with the rest of the research team. In total, 12 females 
and 8 males were interviewed. All were from a European background, with a wide age range of 71 to 
9 
 
101; 11 in total were from rural backgrounds. We chose to involve South Island participants because 
most of the research team are based there and so it was more convenient. We only had the 
resources to include 20 participants at this stage of the analysis more participants would be needed 
in order to develop the theory further. Details of the sample are provided in Table 1. 
<Insert Table 1 about here> 
Participants were interviewed through a narrative approach by focusing on their family history and 
social disadvantage, and the factors and events leading up to their dental clearance. Other factors 
that were explored included the role of those involved in the decision to have a dental clearance, 
gender, dental anxiety and oral health beliefs. This approach is similar in tone to that of Charmaz 
(1990), who elicited narrative data in her grounded theory work on chronic illness. Data analyses 
ƚŚĞŶĨŽĐƵƐĞĚŽŶƚŚĞ ?ƌĞŵĞŵďĞƌĞĚƌĞĂƐŽŶƐ ? for having teeth extracted, in keeping with the value of 
biographical narratives for representing a sense of order in historical life events. In supplementing 
ƚŚĞĂŶĂůǇƐŝƐŽĨƚŚĞŝŶƚĞƌǀŝĞǁƐ ?ĐŽŶƐŝĚĞƌĂƚŝŽŶǁĂƐĂůƐŽŐŝǀĞŶƚŽ ?ĚĂƚĂƐůŝĐĞƐ ?ƚĂŬĞŶĨƌŽŵƚŚĞƉƵďůŝƐŚĞĚ
literature on professional and lay dental cultures in the early-to-mid-twentieth century (Gibson and 
Hartman, 2014). This enabled us to check the context and make interpretations which were 
informed by the professional and lay culture of the times. We are aware, however, that these data 
cover a very long time span and as such should interpreted with caution. The resulting analysis 
should therefore not be considered definitive and the theory itself remains open for revision (Glaser 
1978). 
Data analysis 
Data were analysed using the methods and techniques of grounded theory (Glaser and Strauss 1967, 
Glaser 1978, Gibson and Hartman 2014, Strauss and Corbin 1990). Our analysis initially involved axial 
coding before moving on to more substantive theoretical coding. The findings of the axial coding are 
published elsewhere (Sussex et al. 2010). Following this stage of analysis, it became apparent that 
the formal theory of status passage was relevant to explanations of tooth loss. We paid particular 
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attention to the position of the narrator in the accounts by looking at how they used  “/ ? ? “ǁĞ ?ĂŶĚ
 “ƚŚĞǇ ?ĂŶĚůŽŽŬĞĚƚŽƐĞĞŝĨ “ǁĞ ?ǁĂƐĚŝƌĞĐƚĞĚƚŽŐĞŶĞƌĂůĂƐƐƵŵƉƚŝŽŶƐĂďŽƵƚǁŚĂƚǁĂƐŶŽƌŵĂůĂƚƚŚĞ
time.  Likewise we also looked for the position of the participant within these narratives of complete 
tooth loss in the same way that others have done in relation to grounded theory studies of chronic 
illness (Charmaz, 1990). So, for example, we looked to see how the events in their narratives about 
complete tooth loss were positioned in relation to other events in their biography and then to see 
what this told us about the general status of complete tooth loss. In addition, we explored in detail 
the role of other agents in this process and were mindful that as part of a biographical narrative that 
individuals would be positioning themselves within particular life events (Riessman, 1990, Charmaz, 
1990). The remainder of this paper seeks to elaborate on this analysis. 
Complete Tooth loss as a non-scheduled status passage 
The central problem being discussed in this study was the events that resulted in participants having 
all of their teeth removed and replaced with a denture (Figure 1).  In the narratives, the denture was 
presented as a natural solution to failing or unreliable teeth. We suggest that complete tooth loss 
can be interpreted ĂƐĂ ?ŶŽŶ-ƐĐŚĞĚƵůĞĚƐƚĂƚƵƐƉĂƐƐĂŐĞ ?ƚŚĂƚďĞĐŽŵĞƐŝŶĐƌĞĂƐŝŶŐůǇ ?scheduled ? ? 
culminating in a series of appointments to have teeth extracted and a denture fitted. Tooth loss 
typically ended in two status outcomes, becoming edentulous on the one hand and becoming a 
denture wearer on the other.  
<Insert Figure 1 about here> 
The status passage into complete tooth loss often began with either a closed awareness context or a 
suspicion awareness context, usually as a result of suffering from the effects of incipient disease, 
discoloration in the teeth, pain and the mouth becoming increasingly unreliable. Subsequent to 
ĞǆƉĞƌŝĞŶĐŝŶŐƚŚĞƐĞĞĨĨĞĐƚƐ ? ?ƉĂƐƐĂŐĞĞƐ ?ďĞĐĂŵĞĂǁĂƌĞŽĨƚŚĞĚĞƚĞƌŝŽƌĂƚŝŽŶŽĨƚŚĞŝƌƚĞĞƚŚ ?dŚĞĐŚĂŶŐĞ
from a closed or suspicion awareness context to an open awareness context was typically facilitated 
by interactions with dental professionals. For those who became edentulous at a young age, the 
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status passage usually happened with the collusion of family members. Whilst this might seem 
unsurprising, it is important to understand that the process was neither inevitable nor natural.  As 
we shall see, some members of the same family would have their teeth saved whereas others would 
be selected to have their teeth removed. How this happened provides us with interesting insights 
into the kinds of awareness that surround tooth loss, including the social material factors that shape 
ĂƉĂƚŝĞŶƚ ?ƐƚƌĂũĞĐƚŽƌǇŝŶƚŽĐŽŵƉůĞƚĞƚŽŽƚŚůŽƐƐ ?/ŶǁŚĂƚĨŽůů ǁƐ ?ǁĞŐŽƚŚƌŽƵŐŚƚŚĞĐĞŶƚƌĂl features of 
the status passage into complete tooth loss whilst focusing on the social and material factors that 
shape it. After this, we will discuss the problem of awareness contexts in relation to complete tooth 
loss before going on to make more general reflections on the reversibility of the status passage. 
Finally, we will outline how complete tooth loss as a status passage combined with other status 
passages. 
The Unreliable Mouth 
A key precondition to the trajectory into complete tooth loss was the emerging unreliability of the 
mouth and teeth. Teeth and gums became increasingly problematic and discoloured, and operated 
as a site of pain. Under these conditions, the work of the dentist, embodied in extractions and the 
ŵĂŬŝŶŐŽĨĂĚĞŶƚƵƌĞ ?ĂƉƉĞĂƌĞĚĂƐƚŚĞ ?ŶĂƚƵƌĂů ?ƐŽůƵƚŝŽŶƚŽƚŚĞƐĞƉƌŽďůĞŵƐ ?ŶŝŵƉŽƌƚĂŶƚĚŝŵĞŶƐŝŽŶ
running through these narratives of complete tooth loss was therefore the degree to which 
 ?ŶĂƚƵƌĂůŝƐĂƚŝŽŶ ?ĂŶĚ ?ĚĞŶĂƚƵƌĂůŝƐĂƚŝŽŶ ?ƉƌŽĐĞƐƐĞƐĂĨĨĞĐƚĞĚƚŚĞĐŚĂŶŐŝŶŐƐƚĂƚƵƐŽĨƚŚĞƉĂƚŝĞŶƚ ?ƐƚĞĞƚŚ
ĂŶĚƚŚĞĚĞŶƚŝƐƚ ?ƐǁŽƌŬ ?ĐĐŽŵƉĂŶǇŝŶŐƚŚĞƐĞƉƌŽĐĞƐƐĞƐǁĞƌ ĂĚĚŝƚŝŽŶĂůƉƌŽĐĞƐƐĞƐĂƐƐŽĐŝĂƚĞĚǁŝƚŚ
the relationships between the person going through the status passage and others such as the 
ĚĞŶƚŝƐƚĂŶĚƚŚĞƉĂƚŝĞŶƚ ?ƐŝŵŵĞĚŝĂƚĞĨĂŵŝůǇ ?
Scheduling, prescribing and the social factors involved in complete tooth loss 
Scheduling and prescribing in status passage refer to the agents that impact on the passage either by 
initiating or shaping the pace of it. The narratives provided by Betty and Helen reveal the agents who 
had control over their status passages. Betty (aged 80) was 18 when all of her upper teeth were 
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cleared and 25 when the remaining lower teeth were removed. The decision was scheduled for her 
by her dentist with the direct support of her family. She was expecting to lose teeth because she was 
pregnant. Part of the decision to opt for the complete removal of her teeth was based on a concern 
ƚŚĂƚ “ƚŚĞŐƵŵƐĂƚƚŚĂƚƐƚĂŐĞ ?ŚĂĚ )ĂďŝƚŽĨ ŝŶĨůĂŵŵĂƚŝŽŶ ? ?Interview Betty, Age 80, p. 5) and concern 
that she might get an infection. The prescription of the dentist was paramount in her initiation into 
the status passage to complete tooth loss: 
 “/ƚŚŝŶŬǁĞĂďŝĚĞĚďǇǁŚĂƚǁĞǁĞƌĞƚŽůĚƚŚŽƐĞĚĂǇƐĂŶĚĚŝĚŶ ?ƚƋƵĞƐƚŝŽŶŝƚ ?dŚĞƌĞ
ǁĂƐŶŽƚĂůŬƚŚĞŶŽĨƐƵĐŚĂƚŚŝŶŐĂƐŚĂǀŝŶŐŽŶĞĐĂƉƉĞĚŽƌĂŶǇƚŚŝŶŐĂŶĚ/ĚŽŶ ?ƚ
remember any real discussion, there could have been with my mother I suppose 
ďƵƚ/ĚŽŶ ?ƚƌĞĐĂůůƋƵĞƐƚŝŽŶŝŶŐ ?ŚĞĂĚǀŝƐĞĚŵĞƚŽŚĂǀĞƚŚĞŵŽƵƚ Q “ ?Interview 
Betty, Age 80, p. 5).  
ĞƚƚǇ ?ƐĨĂŵŝůǇŚŝƐƚŽƌǇalso played an important part in this process. A relative had died during 
pregnancy as a result of having an abscess and it was decided not to take any risks. Family history 
could also play a role in other ways. Olivia had her teeth removed in 1935 at the age of 15 on the 
prescription of her mother.  
 “/ǁĂƐǀĞƌǇŵĞĞŬǁŚĞŶ/ǁĂƐǇŽƵŶŐ ?DǇƐŝƐƚĞƌǁŚŽŬĞƉƚŚĞƌŽǁŶƚĞĞƚŚǁĂƐǀĞƌǇ
um, definite about what she wanted and she would argue with mother, an awful 
lot...  She went to um, she went to college in Wellington, because she wanted to 
ƐŽƐŚĞĚŝĚ ?tŚĞŶŝƚĐĂŵĞƚŽŵǇƚƵƌŶ “EŽ ?ĐŽůůĞŐĞƌƵŝŶĞĚ<ĂƚĞ ?ƐǇŽƵĂƌĞŶŽƚŐŽŝŶŐ
ƚŽŽ ? ?ďƵƚ/ƌĞĂůůǇƚŚŝŶŬƚŚĞƌĞǁĂƐŵŽƌĞďĞŚŝŶĚŝƚƚŚĂŶƚŚĂƚďĞĐĂƵƐĞƐŚĞĨŽƵŶĚ/
was useful and um, then when it came to going to the Dentist, she rang the 
Dentist and said extract all the teeth that need attention, I've just spent 28 
ƉŽƵŶĚƐŽŶ<ĂƚĞ ?ƐĂŶĚ/ ?ŵŶŽƚŐŽŝŶŐƚŽƐƉĞŶĚŝƚŽŶǇŽƵƌƐ ? ? ?Interview Olivia, page 
2) 
Olivia went on to talk about the time when her sister came to visit the family  
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 “ƚŽŵĂŬĞƚŚŝŶŐƐǁŽƌƐĞŵǇƐŝƐƚĞƌŚĂĚŐŽƚŽĨĨƚŚĞƚƌĂŝŶǁŚĞŶƐŚĞĐĂŵĞŚŽŵĞĂŶĚ
ƐŚĞƐĂŝĚŬĞĞƉǇŽƵƌůŝƉƐƚŽŐĞƚŚĞƌǁŚĞŶǇŽƵƐŵŝůĞĚĞĂƌ Q ?,ĂŚĂĂŶĚƚŚĂƚĂĨĨĞĐƚĞĚ
my smile for a long time, cause I thought about tŚĂƚ QŬĞĞƉǇŽƵƌůŝƉƐƚŽŐĞƚŚĞƌ
ǁŚĞŶǇŽƵƐŵŝůĞĚĞĂƌ ? ? ?Interview Olivia, page 4) 
This case illustrates a very important point. In 1935, complete tooth loss was not inevitable; the 
process could be reversed or avoided altogether. Here, two sisters from the same family had very 
ĚŝĨĨĞƌĞŶƚĞǆƉĞƌŝĞŶĐĞƐ ?KŶĞƌĞƚĂŝŶĞĚŚĞƌƚĞĞƚŚƚŚĞŽƚŚĞƌŚĂĚŚĞƌƐƌĞŵŽǀĞĚ ?KůŝǀŝĂ ?ƐƉĂƌĞŶƚƐƌĞŵĂŝŶĞĚ
the principal agents and they could have enabled the reversibility of the status passage if they had 
been willing to pay for the treatment. Olivia clearly felt however that this was not the case and was 
suspicious that her mother had other reasons for not saving her teeth. This brings us to our next 
point. An important aspect of the status passage was the role dental professionals played in the 
process. Dentists in New Zealand at the time were willing agents in scheduling complete tooth loss 
this willingness combined with ĚŽŵŝŶĂŶƚ ?ŝĚĞŽůŽŐŝĞƐ ?ŽĨĚŝƐĞĂƐĞ ?Sussex et al. 2010) to make tooth 
loss appear inevitable.  
 “tĞůů.. the teeth were in a shocking state.  There was holes everywhere. So one of 
ƚŚĞĨŝƌƐƚƚŚŝŶŐƐ/ĚŝĚǁŚĞŶ/ŐŽƚĚŽǁŶƚŽtĞůůŝŶŐƚŽŶ QŚĞĞǆĂŵŝŶĞĚŵǇƚĞĞƚŚĂŶĚ
ŚĞƐĂŝĚ ?ŽŚŚĞƐĂŝĚzŽƵ ?ǀĞŐŽƚĂǁŚŽůĞůŽƚ ?ƚŚĞǁŚŽůĞůŽƚ ?ůůŚĂǀĞƚŽĐŽŵĞŽƵƚ ?/
ƐĂŝĚ ?tŚǇ ?,ĞƐĂŝĚǇŽƵ ?ǀĞŐŽƚƉǇŽƌƌŚĞĂ ?/ ?ĚŶĞǀĞƌŚĞĂƌĚŽĨƉǇŽƌƌŚĞĂ ? ? ?Interview 
Michael, 96, page 5) 
 ?WǇŽƌƌŚĞĂ ?ŝƐĂĐŽŶĚŝƚŝŽŶŽĨƚŚĞƚĞĞƚŚǁŚĞƌĞƚŚĞůĞǀĞůŽĨŝŶĨĞĐƚŝŽŶŐĞƚƐƐŽďĂĚƚŚĂƚƉƵƐŽŽǌĞƐŽƵƚ
ĨƌŽŵƵŶĚĞƌŶĞĂƚŚƚŚĞŐƵŵŵĂƌŐŝŶ ? ?WǇŽƌƌŚĞĂ ?ǁĂƐƚŝĞĚƚŽƵŶĚĞƌƐƚĂŶĚŝŶŐƐŽĨŐƵŵĚŝƐĞĂƐĞĂƚƚŚĞƚŝŵe. 
Such gum disease was perceived as inevitable to the point that any bleeding (very common) was 
viewed as the first stage of an inexorable decline into the loss of the supporting tissues of the teeth. 
These professional factors combined in complex ways with universal factors (the lay culture of 
edentulism, widespread patterns of disease and patterns of dental care utilisation) and major 
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personal influences such as poverty and family history (Figure 1).  In the example above, Michael had 
been living in conditions of severe economic and material deprivation. This led to the destruction of 
his dentition so that the dentist had to remove his teeth. There is a sense of mystery in his account 
revealing the fact that the status of our teeth and their trajectory towards destruction can be 
 ?ŵĂƐŬĞĚ ?(Glaser and Strauss, 1964). This brings us to the problem of awareness contexts and the 
trajectory into complete tooth loss. 
Awareness contexts and the status passage into complete tooth loss 
The theory of status passage fŽĐƵƐĞƐŽŶƚŚĞĚĞŐƌĞĞƚŽǁŚŝĐŚ ?ƉĂƐƐĂŐĞĞƐ ?ĂƌĞƚŚĞĂƵƚŚŽƌƐŽĨƚŚĞŝƌ
trajectory; they can be aware of their status passage and play a part in it or they might go through 
the status passage without being aware of what is happening to them. Glaser and Strauss (1971) 
ĂƌŐƵĞĚƚŚĂƚƐƚĂƚƵƐƉĂƐƐĂŐĞƐĐĂŶŚĂƉƉĞŶƵŶĚĞƌƚŚĞĐŽŶĚŝƚŝŽŶƐŽĨĂ ?ĐůŽƐĞĚĂǁĂƌĞŶĞƐƐ ?ĐŽŶƚĞǆƚǁŝƚŚ
writers like Richard Ekins (1997) ůĂƚĞƌĂĚĚŝŶŐƚŚĞƐŽĐŝĂůƐƚƌƵĐƚƵƌĂůĐŽŶƚĞǆƚŽĨ ?ŵĂƐŬĞĚĂǁĂƌĞŶĞƐƐ ? ?
The accounts of complete tooth loss in this study suggest that there are numerous factors that could 
 ?ŵĂƐŬ ?ƚŚĞƌĞĂƐŽŶƐĨŽƌĐŽŵƉůĞƚĞƚŽŽƚŚůŽƐƐ ?/ŶƐŽŵĞŝŶƐƚĂŶĐĞƐƚŚĞĂĐĐŽƵŶƚƐƌĞǀĞĂůĞĚĂĚĞŐƌĞĞŽĨ
 ?ĐŽŶĨƵƐŝŽŶ ?ĂďŽƵƚǁŚǇƚŚŝŶŐƐŚĂƉƉĞŶĞĚƚŚĞǁĂǇƚŚĞǇĚŝĚ ?dŚŝƐƐƵŐŐĞƐƚƐƚŽƵƐƚŚĂƚƚŚĞƌĞŵĂǇďĞĂ
class of awareness context that combines one or more awareness contexts as dimensions within the 
same social-psychological ƐƉĂĐĞ ?tĞǁŝůůĐĂůůƐƵĐŚ ?ƚǇƉĞƐ ?ŽĨĐŽŶƚĞǆƚ ?ĐŽŵƉŽƵŶĚĂǁĂƌĞŶĞƐƐĐŽŶƚĞǆƚƐ ? ?
In this study, one form of compound awareness context was characterised by a degree of 
 ?ĐŽŶĨƵƐŝŽŶ ? ?WĂƌƚŝĐŝƉĂŶƚƐŬŶĞǁƚŚĞǇǁĞƌĞŐŽŝŶŐƚŽůŽƐĞƚŚŝƌƚĞĞƚŚĂŶĚƐŽǁĞƌĞŽƉĞŶůǇĂǁĂƌĞƚŚĂƚ
they would. At the same time, however, they often did not understand why. Important reasons for 
their tooth loss were hidden from view
ii
. This contrasts with another form of compound awareness 
ĐŽŶƚĞǆƚ ? ?ƐƵƐƉŝĐŝŽŶĂǁĂƌĞŶĞƐƐ ? ?ǁŚĞƌĞďǇŬĞǇĂƐƉĞĐƚƐŽĨ ŚĞƵŶĚĞƌůǇŝŶŐƌĞĂƐŽŶƐĨŽƌƚŽŽƚŚůŽƐƐǁĞƌĞ
suspected but never confirmed (see the case of Olivia). This suggests that, in some situations, the 
awareness context may not be completely masked but, in others, the masking process may be 
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ƐƵĐĐĞƐƐĨƵů ?dŚŝƐďƌŝŶŐƐƵƐƚŽƚŚĞƵŶĚĞƌůǇŝŶŐƉƌŽĐĞƐĞƐƚŚĂƚƐĞƌǀĞĚƚŽ ?ŵĂƐŬ ?ĂƐƉĞĐƚƐŽĨƚŚĞƐƚĂƚƵƐ
passage into complete tooth loss.  
Time and again in these data, the status pĂƐƐĂŐĞŝŶƚŽĐŽŵƉůĞƚĞƚŽŽƚŚůŽƐƐǁĂƐ ?ŵĂƐŬĞĚ ? ?ĂƉƉĞĂƌŝŶŐ
ĂƐĂ ?ƚŚŝŶŐŝŶŝƚƐĞůĨ ? ?ĂƐĂ ?ŶĂƚƵƌĂů ?ĞǀĞŶƚ(Lukacs, 1971, Taussig, 1980). We would like to suggest, 
following Taussig that the signs and symptoms of oral disease  “ĂƌĞŶŽƚ ?ƚŚŝŶŐƐ-in-ƚŚĞŵƐĞůǀĞƐ ? ?ĂƌĞ 
ŶŽƚŽŶůǇďŝŽůŽŐŝĐĂůĂŶĚƉŚǇƐŝĐĂů ?ďƵƚĂƌĞĂůƐŽƐŝŐŶƐŽĨƐŽĐŝĂůƌĞůĂƚŝŽŶƐĚŝƐŐƵŝƐĞĚĂƐŶĂƚƵƌĂůƚŚŝŶŐƐ ?
(Taussig, 1980; p. 3). The data indicate that this process was supported by both external and internal 
factors associated with the consultation with the dentist. External factors include particular 
professional ideologies; taking the example of Betty above, we can see that underpinning her 
account was the predominant professional belief that an infection in her tooth could lead to an 
infection elsewhere in her body. This is of course the theory of focal infection, which had some 
influence at the time in New Zealand (Sussex, 2008). What is clear from these data is that universal 
factors (lay culture, theories of disease and widespread disease patterns), and proximal factors 
(poverty, family history and organisation etc.) could all combine to make the transition into 
complete tooth loss seem inevitable. We also suggest that, within the relationship between health 
care professional and patient, there were denaturalisation and naturalisation processes associated 
with reification that also served to mask awareness. All of these factors combined to make the status 
passage seem inevitable. Yet the status passage, as we have already seen, was not as inevitable as it 
might seem. 
Reversibility and the status passage into complete tooth loss 
Most of the data presented thus far indicate that transitions into complete tooth loss were 
inevitable. By contrast, status passages into complete tooth loss were reversible. They were 
reversible because they could be avoided and they were reversible because the lost teeth could be 
replaced by a denture. Having a denture and therefore reversing the loss of teeth was seen as a 
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normal process in these data. Liam had all his teeth extracted in 1951 by a dental surgeon called Mr 
Peters.  
 “DǇŵŽƚŚĞƌĂůǁĂǇƐƐĂǁƚŚĂƚǁĞĐůĞĂŶĞĚŽƵƌƚĞĞƚŚĂŶĚďĞĐĂƵƐĞŽĨƚŚĞĞĐŽŶŽŵŝĐ
situation we had very little lollies and virtually no soft drinks so I guess our 
situation was average for children of that era.  Q/ǁĂƐŵĂƌƌŝĞĚŝŶDĂǇ ? ? ? ?ĂŶĚ
decided to have all my teeth extracted prior to our wedding so that I would have 
dentures fitted in plenty of time before the big day. Now I can remember telling 
Mr Peters of my decision and he tried very very hard to talk me out of it and I can 
still remember it. I was sitting in the chair and told him I want them out and he 
ƐĂŝĚ ?ǁĞůůŶŽǁǇŽƵŐŽĂǁĂǇĂŶĚƚŚŝŶŬĂďŽƵƚŝƚ ? ?ŶĚŚĞŚĂĚĂŶƵƉƐƚĂŝƌƐƐƵƌŐĞƌǇ
and I got down the bottom of the stairs and I said to myself, this is no good so I 
ũƵƐƚǁĞŶƚƐƚƌĂŝŐŚƚƵƉĂŐĂŝŶĂŶĚƐĂŝĚƚŽŚŝŵ ?/ ?ǀĞŵĂĚĞƵƉŵǇŵŝŶĚƐŽƚŚĂƚŚĞ
could see that I was pretty determined and I stuck to my decision Q ?/ĚŽŶ ?ƚƌĞĂůůǇ
ƌĞŐƌĞƚŵǇĚĞĐŝƐŝŽŶ ? ? ?Interview Liam, 79, p. 2)  
Although Liam eventually had a total of 30 teeth removed, his account of the decision to have them 
removed is presented as being in the face of professional resistance. Liam was clearly the principal 
author of his status passage which happened in a very different historical period to the others in this 
ƐƚƵĚǇ ?/Ŷ>ŝĂŵ ?ƐĂĐĐŽƵŶƚ ?ĂƐǁŝƚŚŵĂŶǇŽƚŚĞƌĂĐĐŽƵŶƚƐ ?ŐĞƚƚŝŶŐĂĚĞŶƚƵƌĞĂƉƉĞĂƌĞĚƚŽĂĐƚĂƐĂ
positive achievement. Unreliable, discoloured teeth were replaced with a more reliable and better 
looking denture. The denture itself acted as a mask and at the same time provided some degree of 
reversibility for the condition of complete tooth loss. The status passage into complete tooth loss 
often combined with other status passages, leading to multiplicity in status passage. 
Complete tooth loss and multiplicity in status passage 
As we have seen, Liam entered into complete tooth loss in advance of getting married. Marriage as 
another status passage could therefore support the decision to initiate complete tooth loss. Liam 
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was not alone however Queenie had her teeth removed in preparation for her marriage. Her main 
reason for this was not dental disease but the way her teeth looked she indicated six times that she 
ŚĂĚŚĞƌƚĞĞƚŚĞǆƚƌĂĐƚĞĚďĞĐĂƵƐĞƚŚĞǇǁĞƌĞ ?ďƵĐŬĞĚ ?. She opened her interview by stating:  
 “/ǁĂƐďŽƌŶŝŶ/ŶǀĞƌĐĂƌŐŝůůŝŶ ? ? ? ? ?/ǁĞŶƚƚŽƉƌŝŵĂƌǇƐĐŚŽŽůĂŶĚƚĞĐŚŶŝĐĂůĐŽůůĞŐĞ ?
When I got my second lot of teeth, one of my front teeth were bucked and I had 
teeth crowding so I had some of my teeth taken out to allow for expansion, but 
the tooth sƚŝůůƐƚĂǇĞĚŽƵƚĂƐďƵĐŬĞĚĂŶĚǁŚĞŶ/ǁĂƐŝŶŵǇůĂƚĞƚĞĞŶƐ/ǁĂƐŶ ?ƚǀĞƌǇ
happy with it and so when I was 22 I decided to have all my teeth removed and 
ŐŽƚĨĂůƐĞƚĞĞƚŚ ? ? ?/ŶƚĞƌǀŝĞǁYƵĞĞŶŝĞ ? ? ? ?WĂŐĞ ? ? 
YƵĞĞŶŝĞŬĞƉƚĐŽŵŝŶŐďĂĐŬƚŽŚĞƌ ?ďƵĐŬĞĚ ?ƚĞĞƚŚƚŚƌŽƵŐŚŽƵt the interview making it clear that it was 
how her tooth stuck out that gradually became more and more of a problem for her. She indicated 
ƚŚĂƚŚĞƌƚĞĞƚŚǁĞƌĞŶŽƚŝŶďĂĚĐŽŶĚŝƚŝŽŶďƵƚƚŚĂƚŝƚǁĂƐƚŚŝƐ ?ďƵĐŬĞĚ ?ƚŽŽƚŚƚŚĂƚǁĂƐƵƉƐĞƚƚŝŶŐŚĞƌƐŽ
much. She went on to state that: 
 “/ǁĂƐŶ ?ƚŚĂƉƉǇǁŝƚŚŝƚĂŶĚ/ƐƵƉƉŽƐĞŝƚǁĂƐĐŽƐŵĞƚŝĐ ?ŵŽƌĞƚŚĂŶĂŶǇƚŚŝŶŐĂŶĚǁĞ
were getting married when I finished my nursing training.  So I decided to get 
them out before we got married and I went to the dentist and said to him about it 
ĂŶĚŚĞĚŝĚŶ ?ƚŚĞƐŝƚĂƚĞĂŶĚƐĂŝĚǇĞƐƌŝŐŚƚŵĂŬĞĂŶĂƉƉŽŝŶƚŵĞŶƚĂŶĚƚŽŽŬƚŚĞŵĂůů
out.  
All of them? 
All of them, so there was no say, or you know, try or anything. There was no 
KƌƚŚŽĚŽŶƚŝĐƚƌĞĂƚŵĞŶƚƚŚŽƐĞĚĂǇƐ ? ? ?/ŶƚĞƌǀŝĞǁYƵĞĞŶŝĞ ? ? ? ?WĂŐĞ ?-2) 
Her tĞĞƚŚǁĞƌĞ ?ďƵĐŬĞĚ ?ĂŶĚŝƚǁĂƐďĞĐĂƵƐĞŽĨƚŚŝƐƐŚĞǁĂƐĞŵďĂƌƌĂƐƐĞĚ ?She had her teeth 
removed one month before her wedding to her husband. She stated that: 
 “/ǀĂŶŚĞĂůƌĞĂĚǇŚĂĚŚŝƐĨĂůƐĞƚĞĞƚŚ ?^ŽǁĞďŽƚŚŚĂĚĨĂůƐĞƚĞĞƚŚǁŚĞŶǁĞŐŽƚ
married.  ? ?Interview Queenie, 75, Page 7) 
In this example the passage into complete tooth loss was supported by the status passage into 
married life. ůƚŚŽƵŐŚYƵĞĞŶŝĞǁĂƐĐůĞĂƌůǇƵƉƐĞƚďǇŚĞƌ ?ďƵĐŬĞĚƚĞĞƚŚ ?ƚŚĞǇŚĂĚƚŽďĞƐŽƌƚĞĚŽƵƚďǇ
the time of her wedding. This was because she was embarrassed and the wedding was a good 
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reason to sort out her embarrassment. We also feel, however, that there is a kind of symmetry in 
her narrative. Behind the last statement she indicates that having her teeth out made her like her 
husband who also had dentures therefore indicating a desire for intimacy
iii
. >ŝĂŵ ?ƐŵŽƚŚĞƌǁĂƐ
European and was responsible for his relatively good oral health. We later hear that his mother and 
father had got divorced but that he had remained with his mother and his father moved away. His 
decision to have his teeth removed gives the sense that in doing so he was more like his father who 
ŚĂĚĞŶƚĞƌĞĚŝŶƚŽƚŚĞƐƚĂƚƵƐƉĂƐƐĂŐĞƐŽŵĞǇĞĂƌƐĞĂƌůŝĞƌ ?KůŝǀŝĂ ?ƐƉĂƐƐĂŐĞŝŶƚŽĐŽŵƉůĞƚĞƚŽŽƚŚůŽƐƐ
marked her out as the sibling who would stay at home in contrast to her sister who had caused a lot 
ŽĨƚƌŽƵďůĞĂŶĚŚĂĚůĞĨƚŚŽŵĞ ?KůŝǀŝĂĞǀĞŶƚƵĂůůǇŐƌĞǁƚŽƌĞƐĞŶƚƚŚŝƐĂŶĚƌĂŶĂǁĂǇƚŽŚĞƌhŶĐůĞ ?Ɛ
house in the South Island of New Zealand, never returning to live with her mother. Each of these 
examples indicates how these narratives of complete tooth loss build connections between multiple 
ƐƚĂƚƵƐƉĂƐƐĂŐĞƐƚŚĂƚƚŚĞ ?ƉĂƐƐĂŐĞĞƐ ?ǁĞƌĞƵŶĚĞƌƚĂŬŝŶŐĂƚƚŚĞƐĂŵĞƚŝŵĞ ?dŚŝƐƐƵŐŐĞƐƚƐƚŚĂƚƚŚĞ
status passage into complete tooth loss gains some of its meaning from its placement alongside 
other life events. 
Glaser and Strauss (1971) discussed the multiple aspects of different status passages, arguing that as 
 ?ƉĂƐƐĂŐĞĞƐ ?ĞŶĐŽƵŶƚĞƌĞĚǀĂƌŝŽƵƐƐŽĐŝĂůŝŶƐƚŝƚƵƚŝŽŶƐ, this led them to deal with multiple different 
trajectories at once. They did not, however, discuss the social conditions that resulted in this 
complexity, the extent to which this might be a central feature of modern life or that some status 
passages could derive their meaning from their combination with other status passages.  
tĞĂƌŐƵĞƚŚĂƚƚŚĞĂƐƐŽĐŝĂƚŝŽŶŽĨŵƵůƚŝƉůĞƐƚĂƚƵƐƉĂƐƐĂŐĞƐĐĂŶďĞ ?ĞŶĐŽĚĞĚ ?(Douglas 1975). In the 
same way that different meals in the day and different parts of different meals derive their meaning 
from their position in a series, complete tooth loss as a status passage can derive its meaning from 
its position in a series of other status passages. Following Douglas (1975), we investigated the rank 
order of status passages. In many of our narratives we found that the passage into complete tooth 
loss occurred before ŽƚŚĞƌƐƚĂƚƵƐƉĂƐƐĂŐĞƐ ?KůŝǀŝĂ ?ƐŵŽƚŚĞƌŝŶŝƚŝĂƚĞĚKůŝǀŝĂ ?ƐƐƚĂƚƵƐƉĂƐƐĂŐĞ ?ƚŚĞŝĚĞĂ
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behind this was that Olivia would become the stay Wat-home child and contribute to the household 
economy, the removal of her teeth being presented as a precondition for this happening.  
In other narratives, the status passage into complete tooth loss came after a long account about 
ŚŽǁƐŽŵĞŽŶĞ ?ƐŵĂƚĞƌŝĂůĐŝƌĐƵŵƐƚĂŶĐĞƐŚĂĚĐŚĂŶŐĞĚ ?ŚŽǁƚŚĞǇŚĂĚƐƵĨĨĞƌĞĚĨƌŽŵĞǆƚƌĞŵĞƉŽǀĞƌƚǇ
and how these conditions led to the experience of pain and eventually complete tooth loss. In the 
passage to complete tooth loss, the mouth and teeth came to occupy a lower rank than other 
categories such as survival, pain and poverty. Contrast this with the status of the denture and we 
begin to see that unreliable teeth were juxtaposed against a more valued technological solution. 
Finally, we can contrast this with the position that the status passage into complete tooth loss 
occupies within current discourses of prevention and we begin to see that, for some groups, 
complete tooth loss is now a passage to be avoided at all costs. Accompanying this change is a 
change in the rank order of teeth and dentures. Teeth have become highly valued whereas dentures 
are now denigrated.  
Discussion 
The aim of this paper is to contribute to the developing literature on the sociology of oral health and 
health care by reporting on the relevance of status passage to complete tooth loss. The theory of 
status passage offers an explanation of the dynamics underlying accounts of complete tooth loss 
from New Zealand referring to the early to mid-period of the last century. The theory strikes us as a 
rich vein of thought that may well help to promote a greater sensitivity to the  ?ƚŝŵĞƐƉĂĐĞ
ĞǆƚĞŶƐŝŽŶĂůŝƚǇ ?ŽĨĐŽŵƉůĞƚĞƚŽŽƚŚůŽƐƐ(Tolhurst and Kingston 2013). It also reveals how the mouth 
can be a site of social conflict (Horton and Barker 2010, 2009, Nations et al. 2002). The relevance of 
status passage demonstrates the central importance of prescription, control and scheduling in 
complete tooth loss; the role of dental professionals and family members being particularly 
important. Likewise, the ability of individuals to resist the status passage into complete tooth loss 
was also important. Paying particular attention to who had control of the passage says a lot about 
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the social position of someone entering it and more significantly about their relationship to the 
institution of dentistry. This approach lends further support to the claim that the mouth can be 
ĐŽŶĐĞƉƚƵĂůŝƐĞĚĂƐĂƐŝƚĞǁŚĞƌĞƐƚƌƵĐƚƵƌĂůĐŽŶĚŝƚŝŽŶƐĂƌĞ ?ƉůĂǇĞĚŽƵƚ ?(Nations et al. 2002). The 
judgements dental professionals made about patients, especially in relation to where they were on 
their trajectory into complete tooth loss seemed crucial. The similarities between these judgements 
and those made by doctors in relation to the inevitability of falls in older age are striking (Kingston 
2000).  
dŚĞƚŚĞŽƌǇƉƌĞƐĞŶƚĞĚŚĞƌĞĂůƐŽĚĞŵŽŶƐƚƌĂƚĞƐƚŚĞƌĞůĞǀĂŶĐĞŽĨĂ ?ĐŽŶĨƵƐĞĚĂǁĂƌĞŶĞƐƐĐŽŶƚĞǆƚ ?ƚŽ
the status passage into complete tooth loss. While patients will always be aware that they are going 
to ůŽƐĞĂůůŽĨƚŚĞŝƌƌĞŵĂŝŶŝŶŐƚĞĞƚŚ ?ƚŚĞǇŵĂǇŶŽƚŬŶŽǁ ?ǁŚǇ ?ƚŚŝƐŝƐŚĂƉƉĞŶŝŶŐ ?^Ž ?ǁŚŝůe complete 
tooth loss was something that happened to them, it was also something that was loaded with 
multiple meanings derived from their existence as daughters, partners-to-be or as someone 
experiencing extreme poverty. We argue, however, that this is also a particular feature of the kind of 
data we are using to explore complete tooth loss. An important feature of narrative data is the 
search for meaning, for reasons why something happened (Frank 1997). In our data, we encounter 
the experience of complete tooth loss re-embedded within personal history, presented as something 
ƚŚĂƚ ?ũƵƐƚŚĂƉƉĞŶĞĚ ? ?ĂƐĂƐŽĐŝĂůƉŚĞŶŽŵĞŶŽŶ ?dŚŝƐŝŶĚŝĐĂƚĞƐƚŚ ƌĞůĞǀĂŶĐĞŽĨƌĞŝĨŝĐĂƚŝŽŶƚŽƚŚĞƐĞ 
encounters.  
A central component of the descriptions of the encounters when teeth were removed is the 
ƉƌĞƐĞŶƚĂƚŝŽŶŽĨŽƵƌƉĂƌƚŝĐŝƉĂŶƚƐ ?ƚĞĞƚŚĂƐŽďũĞĐƚƐŽƵƚƚŚĞƌĞŝŶƚŚĞǁŽƌůĚ ?ƚŚŝƐŚŝŶƚƐĂƚƚŚĞĚŝƐƚŝŶĐƚŝŽŶ
between fact and value and 'immediate from ultimate causes' (Taussig, 1980; p. 4). As Taussig has 
argued, our specifically modern problem is that our bodies are experienced as things, and at the 
same time they beg questions concerning the social significance of disease and our subsequent 
experience of treatment. Many of these narratives beg such questions. PĂƌƚŝĐŝƉĂŶƚƐ ?ƚĞĞƚŚŽƐĐŝůůĂƚĞ
from being a thing to being part of personal history. Taussig (1980) followed Sontag (1978) when he 
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argued that, while the symptoms and signs of disease have a material quality, they are also social as 
well as physical and biological facts. He also argued that the purely instrumental relationship 
between doctors and patients led to a masking process that in turn contributed to the alienation of 
the patient. 
Exploring complete tooth loss as status passage also highlights how different status passages 
interact and support each other. These interactions can lead to teeth and dentures taking on 
different value. Moving to college away from home meant teeth had greater value than dentures 
whereas staying at home meant teeth were less important, less reliable and the denture more 
valuable because it prevented further cost. In this respect, as patients encountered different aspects 
of social structure over the life course, the status of their teeth changed.  
These narratives also demonstrate that status passage is more than simply a change in the status of 
someone from one point to another. Accompanying these changes are changes in the status of the 
body, embedded as it is within social and structural processes. The theory actively supports accounts 
ŽĨƚŽŽƚŚůŽƐƐƚŚĂƚƐĞĞƚŚŝƐƉŚĞŶŽŵĞŶŽŶĂƐƐŽŵĞƚŚŝŶŐƚŚĂƚŝƐ ?ŶĂƌƌĂƚĞĚ ?ŝŶƚŚĞĨĂĐĞŽĨƐƚƌƵĐƚƵƌĂů
conditions (Rousseau et al. 2013). Tooth loss can appear as natural as gender, poverty and family 
relationships and, as such, warrants further detailed investigation.  
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i
 Over 700 citations to the original text can be found on Google Scholar. 
ii
 It is important to realise that the concept of compound awareness contexts are partially a product of the type 
of data involved in this study.  Rather than directly corresponding to the actual behaviours that happened at 
the time that produced edentulism, ƚŚĞƐĞĚĂƚĂƌĞƉƌĞƐĞŶƚƚŚĞ ?ŐŝǀĞŶƌĞĂƐŽŶƐ ?ĨŽƌĂŐƌĞĞŝŶŐƚŽƚŽŽƚŚĞǆƚƌĂĐƚŝŽŶ
ĂŶĚĂƌĞƚŚĞƌĞĨŽƌĞƉĂƌƚŽĨĂƉƌŽĐĞƐƐŽĨ ?ŵĂŬŝŶŐƐĞŶƐĞ ?ŽĨƉƌĞǀŝŽƵƐĞǀĞŶƚƐ ?^ŽƚŚĞĂǁĂƌĞŶĞƐƐĐŽŶƚĞǆƚƐƚŚĂƚǁĞ
are describing could be as much to do with the process of reflection as it might be to do with actual events. 
tĞǁŽƵůĚŚŽǁĞǀĞƌƐƚŝůůĐŽŶƚĞŶĚƚŚĂƚƚŚĞĐĂƚĞŐŽƌǇŽĨĂĐŽŵƉŽƵŶĚĂǁĂƌĞŶĞƐƐĐŽŶƚĞǆƚƌĞŵĂŝŶƐ ?ůŽŐŝĐĂůůǇ ?
justifiable. The very idea of prescriber and prescriptive processes entails contexts were various dimensions of 
awareness could be combined. We would therefore argue that both confused and suspicion awareness 
contexts are types of compound awareness contexts and that the overall class is worthy of further 
investigation. 
iii
 KƵƌƵƐĞŽĨƚŚĞƚĞƌŵ ?ŝŶƚŝŵĂĐǇ ?ŚĞƌĞƌĞĨĞƌƐƚŽƚŚĞƐĂŵĞƐĞŶƐĞŽĨEŝŬůĂƐ>ƵŚŵĂŶŶŝŶ ?>ŽǀĞĂƐWĂƐƐŝŽŶ ?. Here 
intimacy refers to the sharing of the world view of the other, becoming both the same and cherishing 
differences at the same time. Time and again in our data teeth were removed at the same time as weddings.  
Not just to look better on the big day as is the case for Queenie but also to be with the other person and be 
like them. 
